Within the past six years reports on eight completely triploid embryos, having survived 28 weeks' gestation, have appeared in the literature (Bernard et al, 1967; Edwards et al, 1967; PapiernikBerkhauer, 1968; Butler et al, 1969; Keutel, Dollman, and Munster, 1970; Schindler and Mikamo, 1970; Paterson et al, 1971; Schmickel et al, 1971) . Two of these cases were stillbirths, the others all survived for periods up to 23 hours after birth. Two other cases of complete triploidy have been reported occurring as late abortions at 24 and 25 weeks' gestational age (Beischer, Fortune, and Fitzgerald, 1967; Paterson et al, 1971) .
Over a similar period of time we have seen and report here three further cases of triploidy surviving beyond 35 weeks' gestation (case 1 was referred to in Walker, 1969 tt Clatterbridge Hospital, Bebington, Cheshire. seen at hospital when admitted at 38 weeks' gestation with ruptured membranes and a breech presentation. She had been cared for during pregnancy by the district midwife and progress was said to have been normal until the breech presentation was diagnosed following spontaneous rupture of the membranes.
At the time of admission the patient's general condition was good. Blood pressure was normal at 120/ 85 mm Hg, proteinuria was absent although gross leg oedema was present. There was slight clinical anaemia (haemoglobin 110 g/100 ml). Blood group was A, Rh positive. The uterus was enlarged to a size compatible with 38 weeks' gestation. The breech presented and the fetal heart was heard. Labour commenced spontaneously within an hour of admission and heavily meconiumstained liquor drained. After a 14-hour labour, assisted breech delivery was performed. The head was found to be hydrocephalic and perforation and forceps delivery under general anaesthesia was required to effect delivery. The infant, of indeterminate sex, showed no signs of life. The placenta and membranes were macroscopically normal, but histological examination was not carried out.
Necropsy Findings. The infant was not macerated and weighed 2614 g. The head had been hydrocephalic but had been collapsed by puncture of the vertex. The ears were of normal shape. The left eye was absent although the socket had developed. The right eye protruded slightly. The nose was absent and there was bilateral harelip and a complete cleft palate. The limbs were normal apart from bilateral talipes equinovarus. The external genitalia were represented by a single Cytogenetic Studies. Chromosome preparations were obtained from specimens of thymus and spleen after two day's culture. More than 100 cells were counted with the mode being clearly triploid (Table I) . No cells of a diploid range were seen. Analysis indicated that the chromosome complement was 2n = 69,XXY. Skin was set up in culture but growth was slow and unsatisfactory for chromosome investigation. A comparison of the nuclear areas of these skin culture cells was made with those of control diploid skin cultures. The cells derived from this stillborn infant showed a significant increase in nuclear size which would suggest that they were also triploid (Edwards et al, 1967) .
Case 2. The affected pregnancy was the fourth to the 24-year-old woman and her 24-year-old husband. In 1966, her first pregnancy ended in a missed abortion at 27 weeks, fetal movements were never felt and a tiny macerated fetus (3 cm in length) was delivered after induction of abortion by oxytocin infusion. The second, in 1967, at first proceeded apparently normally. Fetal movements were felt from 18 to 23 weeks but then spontaneous abortion occurred. The gestation sac was delivered intact. The fetus measured 10 cm, was macerated but showed no external abnormality. The placenta was 9 cm in diamenter and showed focal calcification. On neither occasion were maternal hormonal studies or fetal chromosome analysis performed. The third pregnancy in 1969 ended in delivery of a normal female child weighing 3628 g.
At the time the fourth pregnancy was conceived the husband was receiving propranalol and chlorpromazine hydrochloride 50 mg three times daily as treatment for anxiety neurosis. The only history of maternal medication was decyclomine hydrochloride and paracetamol given for nausea and backache in early pregnancy. At 28 weeks' gestation, polyhydramnios was diagnosed which became progressively more troublesome and necessitated hospital admission when the patient was 36 weeks pregnant. At that time the mother's general condition was good with no evidence of anaemia or toxaemia although the abdomen was enlarged by the uterus to the level of the xiphysternum. Girth was measured as 107 cm. A fluid thrill was present. Fetal parts were difficult to define although the fetal heart was heard. There was leg and abdominal wall oedema with leg varices and distended veins over the abdominal wall.
An abdominal x-ray revealed no apparent skeletal abnormality of the fetus. 24-hour urine collection yielded 12-5 mg oestriol. Blood group was 0, Rh positive. Over the following three days the patient's backache worsened and she developed retention of urine. Labour supervened and forceps delivery was performed, the indications being maternal distress and fetal prematurity. The placenta was retained and manually removed. Associated blood loss was 600 ml.
The infant, a female was in poor condition and despite attempted resuscitation became and remained cyanosed, dying 8 hours later. Subsequently, the mother had a ILE I CHROMOSOME COUNTS Examination of the heart revealed dilatation of the right atrium and hypertrophy of both ventricles, with associated atrial defect. The valves were normal. Cardiac failure was thought to be the cause of death.
There were bilateral pleural effusions with congested lungs. There was gross hepatomegaly and splenic congestion. The thyroid, thymus, adrenal glands, both kidneys, and urinary tract appeared normal apart from some dilatation of the ureters. There were apparently normal ovaries, tubes, uterus, vagina, and female external genitalia.
There was cerebral oedema but no other obvious abnormality of the central nervous system. Cytogenetic Studies. Blood specimens were not available for study in this case but skin tissue was obtained at necropsy some 72 hours after death. Triploidy was confirmed from the cells counted (Table I) Case 3. The mother, aged 32, had had two previous full-term normal deliveries in 1966 and 1968. The early part of the affected pregnancy was complicated by the removal of a fibroadenoma of the breast under local anaesthesia when the patient was 8 weeks pregnant. Apart from sporadic vomiting she remained well until 34 weeks' gestation when she had an influenza-like illness. Lack of appetite persisted and when seen by her general practitioner she was found for the first time to be hypertensive. Emergency admission to hospital was arranged. At the time of admission she was complaining of frontal headache, right-sided loin pain, and anorexia. Blood pressure was 160/110 mm Hg, her urine contained 2 g/litre of protein, and she had considerable leg oedema. The optic fundi were normal. The uterus was enlarged with clinical polyhydramnios present, girth was 92 cm, the lie was longitudinal, with a cephalic presentation, and the fetal heart was heard.
Investigations were as follows: blood group B, Rh positive; haemoglobin 121 g/100 ml; urinary vanilyl (Fig. 1) . Microscopy showed many normal villi but also a number which were very large and hydropic with evidence of trophoblastic activity (Fig. 2) the blood culture without any evidence of mosaicism being found.
Discussion
The possible modes of origin and aetiology of triploidy in man have been discussed by several authors (Edwards et al, 1967; Schindler and Mikamo, 1970; Carr, 1971) . There is evidence (Carr, 1970) that triploidy is increased among abortuses from women who became pregnant within six months of ceasing oral contraception. Of the three cases reported here no information is available on case 1, but oral contraceptives had not been used in case 2 nor in case 3 except some six years previously, and then for only a brief period. The frequency of all triploid conceptuses has been estimated by Carr (1971) to be in the order of 1%), the majority of which apparently abort by the end of the first trimester. The live birth of a triploid infant is however now well documented and Edward et al (1967) (John and Duncan, 1964) . Gross polyhydramnios or hypertension, oedema, and proteinuria may necessitate interruption of pregnancy. Alternatively uterine overdistension may be followed by premature rupture of membranes and spontaneous onset of labour. The enormous placenta commonly results in either primary or secondary post partum haemorrhage, and difficulties with retained placenta.
The high levels of urinary chorionic gonadotrophin reported by Paterson et al (1971) (Beischer et al, 1967; Hobson, 1968) confirming the imbalance which results from this sex chromosome constitution in a triploid. Hypospadias, a small penis, and non-descent of the testes are common. Less often more extreme degrees of failure of sex differentiation are found as in case 1 of this report. Perhaps the most consistent abnormality is associated with the placenta. It is often large for the stage of pregnancy and in the majority of cases shows evidence of hydatidiform degeneration. This is particularly significant following the report of Carr (1969) 
